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ABSTRACT
The purpose of this study is to assess the efficacy of clinician ratings of
dangerousness among psychiatric inpatients by utilizing the structured HCR-20 Risk
Assessment Scheme. The study is based on archival records of patients committed to
a North Carolina psychiatric hospital due to being found incompetent to proceed to
trial, not guilty by reason of insanity, or detained due to exhibiting exceptional
dangerous behavior in the community or while hospitalized. The individuals were
chosen for the study because they had at least two completed HCR-20 risk
assessments of historical, clinical, and risk management factors of dangerousness.
Patients (N=52) were assessed with the HCR-20 at one hospital before being
referred to the increased security forensic treatment program at Dorothea Dix
Hospital (DDH) where they were again assessed for risk of violence at intake. The
differences in mean total scores on the HCR-20 were compared. Behavioral data was
also gathered for the patients hospitalized for one year (N = 39) for the interim
between the DDH risk assessment and one-year post DDH risk assessment. Patients'
total number of "physical assaults" (criterion 1) and "verbal threats" (criterion 2)
were summed. Individuals were deemed "physically violent" (criterion 3) if at least
one physical assault was made and "verbally aggressive" (criterion 4) if at least one
verbal threat was made. For each clinician rating, the HCR-20 items and subscale
totals were used as predictors of the four criteria over the course of one year.
The study lends support to the hypothesis that the referring clinicians' ratings
of dangerousness are higher than the ratings by a clinician at DDH. Also, supportive
of ongoing research using the HCR-20 was the finding that historical factors best
predict future dangerousness. Suggestions are offered to improve the process of risk
communication among mental health professionals in North Carolina.
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PREFACE
"Oh with what ready zeal, with what wisdom and humanity should not every
one direct himself to prevent miseries which no skill can wholly heal, & of which no
foresight nor prudence can prevent the recurrence."1 (Dix, 1848, p.47)
As you read this manuscript, consider the words above spoken by mental health
reformist Dorothea Lynde Dix (1802-1887) in Raleigh, North Carolina in November,
1848. This dissertation is the beginning of a long-term study the author will propose
to the National Science Foundation to redesign the method for assessing risk of
violence among psychiatric patients in North Carolina. By evaluating the current
system, significant strides towards future study design are made. It is the author's
goal as a scientist-practitioner to not only provide useful information to clinicians and
to decision makers in the legal system, but to also identify the factors attributing to
dangerousness among the mentally ill in order to foster change.

1

The following note pertains only to the quote by Dorothea Dix cited above: This work is the property of
the University of North Carolina at Chapel Hill. It may be used freely by individuals for research, teaching,
and personal use as long as this statement of availability is included in the text.
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CHAPTER I
INTRODUCTION
Statement of the Problem
Policy makers and the general public see mental health professionals as
essential in determining the dangerousness of a mentally ill individual in order to
ensure the safety of those in society. The long-term general sentiment is a focus on
protecting the lives of people who are or who will be in close proximity to a mentally
ill person. While it seems reasonable from a societal standpoint to protect
individuals from being victimized, defining dangerousness and estimating risk of
harm to others involves more than mere speculation or collective fear. Factors such
'
as historical experiences, clinical pathology, and 'ineffective
risk management must

be taken into account. In the end, what is lost in communicating the risk of someone
committing a violent act can be as important as the information that was shared.
The purpose of this research is to assess the efficacy of the HCR-20 Risk
Assessment Scheme (HCR-20) in assessing risk of violence among individuals with
mental illness. Previous violence prediction studies demonstrate utility of the HCR-20
in assessing violence in psychiatric settings as well as in the community (Webster,
Douglas, Eaves, & Hart, 1997). Mental health professionals in the state of North
Carolina systematically use the HCR-20 to assist in the placement of patients in
treatment settings that are appropriate for their behavior. The idea is that

.

.

individuals should be in the least restrictive environment necessary while they are
receiving mental health treatment (Melton, Petrila, Poythress, & Slobogin, 1997). As
they are better able to interact with others without posing a risk to themselves, staff,
or their peers, patients are typically referred to live in environments that are
conducive to them becoming integrated into mainstream society.

1

This study focuses on assessing risk of violence in individuals in North
Carolina psychiatric hospitals when they are admitted and transferred. The four
state psychiatric hospitals in North Carolina are: Dorothea Dix Hospital (DOH) in
Raleigh, Broughton Hospital in Morgantown, Cherry Hospital in Goldsboro, and John
Umstead Hospital in Butner. Individuals are admitted to one of the hospitals based
upon their risk of harm to self or others as well as their affective instability. If they
become aggressive while hospitalized, they are often referred to DDH, which is more
secure. Some individuals referred to Dorothea Dix do in fact display marked
aggression and are considered to be a danger to themselves and to those around
them. However, the degree to which they are potentially dangerous may actually be
inflated given that the referring metal health professionals assessing the risk are
motivated to have the individual placed in a more secure setting. As a result, the
agency is expecting to treat an extremely violent and dangerous patient when the
individual actually displays only some moderate difficulty with behavior management
while at DOH.
There are a few key reasons why there may be expected discrepancies among
clinical ratings_ of dangerousness. It could be the case that while in a more
structured environment at DOH, individuals are less likely to act violently� Also, the
referring clinicians may give higher ratings of dangerousness because they are more
familiar with the patient and draw upon their clinical judgment based on a long
history of their contact with the patient. Further, there could be significant
differences in the way clinicians are trained to do risk assessments at each hospital.
The present study needs to be done in order to improve the clinician's method
of communicating risk of violence to other treating mental health clinicians within the
state of North Carolina. While risk assessments are conducted on forensic psychiatric
patients across the state, limited information is being communicated in a systematic
2

manner based upon research with the population being treated. By first
understanding the efficacy of the current system for assessing patients'
dangerousness, mental health professionals in North Carolina will have a basis for
restructuring the framework and increasing their usefulness in treating the patients,
communicating the risk to other professionals, and ultimately protecting society.
Resolution of the clinician's dilemma involves recognizing that not all of the answers
are packaged in a simple algorithm that applies to all patients. However, change in
the systematic method of assessing individual differences and communicating that
information in a meaningful and helpful manner is paramount.
Historical Context of Dangerousness Predictions
Protecting others from dangerous individuals with mental illness has been at
the forefront of mental health reform for centuries (Frost & Bonnie, 200 1). One of
the notable pioneers in reforming jails and assuring treatment for mental illness in
the United States in the 19th century was Dorothea Lynde Dix ( 1802-1807). In
November of 1848, she submitted a memorial to the General Assembly of North
Carolina urging the legislators to institute a "state hospital for the protection and
cure of the insane" (p.2). At that time in North Carolina, mentally ill individuals were
being housed in jails and often chained to the floor to manage violent behavior
stemming from their mental illness. With the support of other pioneers in mental
health reform such as Dr. Stribling of Western State Hospital in Staunton Virginia
and Dr. Taylor of the Assistant Physician State Hospital in Morganton, North Carolina,
Dorothea Dix was successful in appealing to the North Carolina state legislators.
Their premise was that proper treatment and housing of the mentally ill would
among others things result in a "reduction in the ratio of criminal cases" 2 (Taylor,
2 The following note pertains only to the quote by Dr. Taylor cited above: This work is the property of the
University of North Carolina at Chapel Hill. It may be used freely by individuals for research, teaching,
and personal use as long as this statement of availability is included in the text.
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1891, p.8) . As a result of her efforts, there a re four psych iatric hospita ls i n the
state, one of wh ich bea rs her na me, Dorothea Dix Hospita l .
Sign ificant reformations i n mental health treatment have been made over the
course of the past two centu ries . Prior to the late 1960's i nd ividuals were committed
to psych iatric faci l ities based on their "need of treatment." Mona han, Stead man,
Si lver, Applebaum, Robbi ns, Mulvey, Roth, Grisso, and Ba nks (200 1 ) describe the
prevai l ing view at that time as " paternal istic concern" (p. 3) . Then, in the late 60's
"dangerousness", as defi ned as "risk of harm to others", was included in civil
commitment statutes.
La ndmark cases in dangerousness and mental health have also contributed to
changes in violence risk commu n ication (Frost & Bonnie, 200 1 ) . With Lessard v.
Sch midt ( 1972), "dangerousness" was an important component i n statutes as the
sole basis for civil co mmitment. Dangerousness was defined as a high proba bil ity of
infl icti ng imminent substantia l harm based on a recent act of violence. This set the
precedence for assu ming that professiona ls could predict future behavior from past
behavior in order to protect society. In 1983, the case Barefoot v. Estelle was hea rd
in the US Supreme Cou rt in which the cou rt upheld a risk assessment process that
relied on cl inical risk pred iction despite research showing clin icia ns were accurate
one-th ird of the time. With Foucha v. Lou isiana ( 1990) , the cou rts held that
individuals ca n on ly be confined to a psychiatric faci lity if the i ndividual is both
mentally ill and da ngerous. Being dangerous to society and yet not havi ng a menta l
ill ness, does not constitute commitment. Most recently in Kansas v . Hend ricks
( 1 997), the Supreme Cou rt ru led that clin ica l risk pred iction is an acceptable method
of assessing dangerousness, despite research showing undesirable accu racy rates .

4

CHAPTER II
VALUE INHERENT IN RISK COMMUNICATION
Chaos and public scrutiny can arise when dangerousness is not communicated
to others (Tarasoff v . Regents of the University of California, 1976) . Taken further,
when given the duty to actually predict risk, clinicians should ensure they have a
system in place to have a theoretical basis for their predictions (Rice & Grant, 1995) .
This comes by examining research in the area of risk assessment and making strides
towards methodological improvements.
The Actuarial Versus Clinical Debate
Litwack (2001) provides a critical review of literature on whether actuarial
assessments are superior to clinical judgments of violence risk. He starts by relaying
the perspective of Quinsey, Harris, Rice, and Cormier (1999) who stated : "What we
are advising is not the addition of actuarial methods to existing practice, but rather ,.
the complete replacement of existing practice with actuarial methods" (p.171).
Litwack states that one argument against relying solely on clinical predictions is that
even if their predictions are better than actuarial assessments in a given setting,
there is too much room for error (Litwack, 2001, p . 414). In review of the debate on
this issue, Litwack contends that neither assessment technique is in fact superior to
the other and that each should be considered in formal risk assessment methods.
He clarifies that actuarial assessments are largely "based on supposedly validated
relationships between measurable predictor and outcome variables and ultimately
determined by fixed, or mechanical, and explicit rules" (p . 412) . He goes on to add
that clinical assessments are "ultimately determined by human judgment (beyond a
human judgment to rely solely on a particular actuarial instrument)" (p . 412) .
Further, he asserts that "good clinical practice may well entail, or even require,

5

consideri ng the results of an a ppropriate actuaria l assessme nt, releva nt base-rate
data, or both" (p.412).
Litwack (200 1 ) provides an excellent review of ·both sides of the debate. He
contends that researchers on both sides of the issue shou ld be open-minded and
consider the uti l ity of cl in ical a nd actua ria l ratings. To summarize, Litwack contend s :
1 . Although i t may b e true that actuarial pred ictions have been demonstrated to
be superior to clin ica l predictions for a fai rly wide range of pred iction tasks,
that is not the case for assessments of dangerousness.
2. Assessments of da ngerousness are inherently different from many other
pred ictive tasks, and they a re different in ways that ma ke it very difficult to
mea n i ngfully compa re cli nical and actuarial assessments.
3. If actuarial instru ments, or structu red assessment gu ides, a re to be used in
the fa i rest and most effective man ner, they must be va l idated in a fa r more
precise man ner than has occu rred to date.
4. Therefore, it is premature to su bstitute actuarial for clin ica l assessments of
dangerousness . (Litwack, p. 410)
With rega rd to using structu red risk assessment tools such as the HCR-20 Risk
Assessment Scheme, Litwack (200 1 ) asserts:
Moreover, many experienced forensic clinicians a rgue that when they cond uct
dangerousness assessments they consider the factors recommended for
consideration by structured assessment guides, such as the HCR-20; that
they prepare for thei r assessments by fi rst consideri ng, to the extent possi ble,
their patient's h istory; and that they a re then gu ided in thei r assessments by
that particu lar h istory" (p.413) .

6

Douglas, Cox, and Webster (1999) offer different defin itions a nd consider actuarial
va riables to be "static or h istorica l" and cl inica l va riables as "dynamic factors that
ca n change" (p. 1 55) .
Historical, Cl inica l, a nd Risk Management Considerations
Wh ile the ethica l natu re of predicti ng violence has been debated in the past
(Grisso & Appleba um, 1993; Litwack, 1993 ; Poyth ress, 1992), cl in icia n rati ngs of
dangerousness have been used widely i n the crimi nal justice system. Borum ( 1996)
contends that "no explicit nationa l professiona l standa rds exist i n psychology or
other mental health discipl ines for assessment and ma nagement of violence risk. "
(p.949)
Melton et al. ( 1997) descri be the general criticisms of what is referred to as the
"fi rst generation studies" in risk assessment research (p. 28 1). Numerous studies
were conducted in va rious contexts and most resulted in exaggerated fa lse positive
pred ictions of violence. Also, a large nu mber of the studies fa iled to rely on clinical
judgments based on systematic assessments of the individual. Further, the stud ies
tended to focus on re-hospita lization rates and not on aggressive behaviors displayed
whi le the patients were hospita lized . Th us, there was an overprediction of violence
by 40% to 95% and mental health professionals were accurate in their pred ictions in
about one third-of the cases (Melton et al., 199 7 ).
With newer "second-generation studies", resea rchers present fi nd ings that
clin ician accuracy has sign ifica ntly improved (Lidz, Mu lvey, & Ga rdner, 1993;
Monahan & Steadman, 1994; Mossma n, 1994; Otto, 1992 ; Menzies & Webster,
1995) . Otto ( 1992) indicated clin icians across different treatment settings are
accu rate at least 50% of the time when making short-term pred ictions of
da ngerousness a nd that they are sti ll prone to ma ke fa lse positive errors. In a

..

review of 58 data sets from first and second generation stud ies, Mossman (1994)
7

found that clinicians' ratings of dangerousness were better than chance and that the
accuracy of short-term predictions were no different than when long-term predictions
were made. Further, Mossman found that a patient's past behavior was most
predictive of their future dangerous behavior.
Studies have shown that the younger an individual offender, the greater the
violence potential over time, with the greatest risk being in late adolescence to early
adulthood (Melton et al ., 1997). Since early criminality is a marker for Conduct
Disorder and a precursor for Adult Antisocial Personality Disorder, psychopathy has
been known to be a profound marker for future violence in adulthood (Skeem &
Mulvey, 200 1). There is a decline in aggressive behavior at around age 40 among
non-male psychopaths. Psychopathy is associated with parole failure and violence in
correctional and forensic populations (Douglas & Weir, 2003; Coid, 2002; Melton et
al. 1997).
In the MacArthur study of mental disorder and violence (Monahan et al., 200 1),
there was a 73% chance that a patient who became violent would obtain a higher
score on the Psychopathy Checklist Screening Version (the basis for the psychopathy
item on the HCR-20 risk assessment scheme} than a randomly chosen patient who
did not become violent. In fact, psychopathy was also shown to be a significant
mediator between major psychosis and crime. For example, the presence of
hallucinations alone was not sufficient to predict future occurrence of crime.
However, when there were specific command hal lucinations to commit violent acts
and the presence of psychopathy, individuals were more prone to be violent. In
addition, non-delusional suspiciousness was more indicative of risk of violence than
having persecutory or paranoid delusions. It was evident that having persistent
violent thoughts and reacting to others in an impulsive manner increased risk of
violence in the sample. Further, risk of violence multiplied between 12 and 16 times
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when individ uals had a su bsta nce abuse problem . The i ncreased incidence of violence
among people with psychotic and affective disorders is supported in a review of
treatment of the mentally disordered defender by Rice and Harris ( 1 997) .
While the genera l view is that ma les are at higher risk for violence than fema les.
(Melton et al . , 1997), stud ies have shown men no more likely to be violent than
women over the cou rse of a 1-yea r fol low u p period after being released into the
community a nd treated on an outpatient basis (Monaha n et al . , 200 1 ) . Of note is
that violence committed by men is more likely to result in serious injury and women
are more likely to target fa mily members and to be more violent in the home.
Recent stud ies of violence pred iction focus on categorizing dangerousness in
-I •
terms of risk factors, harm, a nd likelihood
that harm wi ll occur (Mona han &

Steadman, 1994) . Heilburn (1997) identifies key factors that must be ta ken into
consideration when designing stud ies to assess risk:
1 . A rich array of theoretically chosen risk factors i n multiple doma ins must be
chosen .
2. Harm must be scaled in terms of seriousness and assessed with multi ple
measures.
3. Risk must be treated as a proba bility or freq uency estimate that changes over
time a nd context.
4. Priority must be given to actuaria l research that establ ishes a con nection
between risk factors and harm.

....... and broad ly representative sa mples of patients at mu lti ple, coord inated
5. Large
sites must partici pate in the research .
6. Ma naging risk as wel l as assessing risk must be a goal of the research .
( Heilbrun, 1997, p. 347)
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Research Utilizing the HCR-20 Risk Assessment Scheme
In the wake of the suggestions by Heilburn (1997) and the MacArthur Study
of Mental Disorder and Violence (Monahan & Steadman, 1994), researchers
developed a risk assessment scheme focusing on historical, clinical, and risk
management factors deemed to be significant predictors of future violence (Webster,
Douglas, Eaves, & Hart, 1997). Research using the HCR-20 has been done in
correctional settings, forensic psychiatric settings, and civil psychiatric settings. The
utility of the risk assessment tool is that it takes into account past behaviors, present
clinical picture, and factors leading to future destabilization. Further, by relying on
multiple sources of information (clinical judgment, historical markers, etc.), the HCR20 approach is more comprehensive than utilizing clinical judgment or actuarial data
alone. The HCR-20 Risk Assessment Scheme consists of 10 Historical Factors (past),
5 Clinical Factors (current and subject to change), and 5 Risk Management Factors
(future occurrences that may increase violence potential) (see Appendix A: HCR-20
Risk Assessment Scheme).
Although the HCR-20 has been considered by some of its developers as a
"work in progress" it has been useful across a range of settings and even translated
into various languages (Webster, Muller-Isberner, & Fransson, 2002). Research has
been conducted utilizing the HCR-20 Risk Assessment Scheme in treatment, parole,
and hospital discharge decisions. The HCR-20 has been used widely in forensic
psychiatric settings, civil settings, and correctional settings and has been shown to
accurately indicate the risk of violence among individuals with mental disorders.
For example, in a cross sectional study of 150 forensic psychiatric patients in a
maximum·security hospital in Sweden, Belfrage and Douglas (2002) found there to
be a significant decrease in patients' mean scores on the Clinical and Risk
Management subscales the longer the patients stayed in the hospital. This lends
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support to th e notion that the h istorica l ma rkers are less su bject to cha nge ove r time
compared with the cli n ical and risk management factors.
In a study pred icting violence of SO in patients based on the Historica l
subsca le items, Klassen ( 1 996) found that psychopathy a n d substance abuse were
the strongest pred ictors of violence on the psych iatric unit (cited i n Webster et a l . ,
1997) . Gray, H ill, McGleish, Ti mmons, Macculloch, and Snowden (2003) found the
HCR-20 to be highly correlated with psychopathy as measured by the Psychopathy
Checklist Revised - Screening Version (PCL-SV) . The HCR-20 subsca le and total
score were a lso positive and strong sign ificant pred ictors of violence a mong the 34
psych iatric in patients i n their study. Douglas, Ogloff, N ichol ls, a nd Grant ( 1999) also
found strong positive correlations between the PCL-SV and the HCR-20. Fu rther,
both measu res were pred ictive of violence i n the sample of 193 civilly committed
patients released to and followed in the commun ity for two yea rs.
The Present Study
Althoug h there has been a notable decrease in violent crime in the state of North
Carolina, there have been no studies conducted to assess the risk of violence of
psych iatric patients in the state who have been deemed mentally i l l and dangerous
(see Appendix B: Violent Cri me in North Ca rolina ) . The present study is a review of
the da ngerousness assessments of mentally ill i ndividuals com mitted to a state
psychiatric hospita l i n North Carolina i n order to i mprove the referra l system of
patients to treatment faci lities and into the commun ity. What has been identified are
d iscrepa ncies between the risk assessment by a referri ng cl inicia n, the risk
assessment cond ucted at DDH d u ri ng i n itial clinica l assessment, a nd observed
behavior whi le in the hospita l. Da ngerousness was operationalized as verba l threats
towards others and physica l assa u lts. The following global questions were addressed
using the actua rial data :
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1 . Are the referring clinicians' ratings of dangerousness higher than the ratings
by the inta ke ratings of dangerousness at Dix? If so, does this reflect biases
in risk assessment?
2. Which ratings of dangerousness (referring hospital or Dorothea Dix Hospital)
best identify individuals who will be violent while in the hospital?
3 . What factors of the HCR-20 best predict the occurrence of verbal threats to
others and physical assau lts by a psychiatric inpatient?
With the aforementioned global q uestions posed, several hypotheses were made.
First, it was expected that the referring clinician's ratings (REF) of a patient's
dangerousness will be higher than the ratings from the DDH clinician as indicated by
higher scores on the HCR-20 total score and more severe clinical judgments of
dangerousness by the other hospital. This is based on the notion that the referring
clinicia ns overrate dangerousness in order to have troublesome patients sent to_
DDH . This hypothesis will be addressed by comparing the means of the HCR-20 total
scores for both clinician ratings. Second, specific factors of the HCR-20 Historical
Scale items (previous violence {H l ) , substance abuse problems (HS), major mental
illness (H6), psychopathy as measured by the Psychopathy Checklist Screening
Version (H7), personality disorder (H9), and prior supervision failure ( H 10)) will be
the strongest predictors of dangerousness. Third, of the HCR-20 Clinical Scale items,
the strongest predictors of dangerousness will be negative attitudes (C2), impulsivity
(C3), active symptoms of mental illness (C4), and unresponsiveness to treatment
(CS) . Fourth, of the HCR-20 Risk Management Scale items the strongest predictors
of dangerousness will be exposure to destabilizers (R2), lack of personal support
(R3), and stress ( RS) . Fifth, when the H istorical, Clinical, and Risk Management
subscales are collectively ta ken into account, the Historical subscale is the best
predictor of dangerousness.
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CHAPTER III
METHOD
Forensic Psychiatric Patients
The study consisted of an archival record review of forensic psychiatric
patients committed to the Forensic Treatment Unit of Dorothea Dix Hospital at some
ti me i nterval between the years 1999 and 2003 (N=52) . The patients' data used
were from a larger pool of individuals assessed for risk of violence by cl inicians at
one of four state psych iatric hospitals in North Carolina and then assessed at intake
when committed to Dorothea Dix Hospita l .
Some patients were charged with committing a violent crime and were found
to be mentally incompetent to proceed to trial. Those found incompetent were
committed to a state psychiatric facility pursuant to North Caroli na G.S. ( l SA- 1003
under House Bil l 95 status (North Ca rolina General Statutes, Su bcha pter X. Genera l
Trial Procedure, Article 56) . Other patients were found to be not guilty of their crimes
by reason of insan ity (NGRI) and committed to a forensic unit at a state psychiatric
hospital pursua nt to North Carolina G.S. ( 1 5A- 1321 Senate Bi l l 43 status. (North
Caroli na Genera l Statutes, Subcha pter X. General Trial Proced ure, Article 80).
Factors to consider as basis for commitment due to dangerousness is as
follows :
1 . The individ ua l d isplays current aggressive or homicidal behavior or such
intentions with pla n and available mea ns to carry out this behavior without
ambivalence or significant barriers to doing so.
2. There is a history of episodes of violence towards others.
3. The person is u nable or unwilling to contract for safety.
4. The person is so acutely ill that behaviora l interventions are unlikely to help
modify the dangerous behavior.
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We were interested in individuals who were assessed for dangerousness by a
clinician at another state psychiatric hospital and referred to the forensic treatment
unit of Dorothea Dix Hospital for continued treatment and assessment. The actuarial
information was collected from records of patients who were at DOH for one year.
While the referring clinician (REF) and Dorothea Dix Hospital clinician's (DOH) risk
assessment ratings were avai lable for all participants, only 46 patients had complete
behavioral data (see Appendix C: Demographic Characteristics of Patients).
In the current sample (N = 46), most patients were male - (n=40, 87%) and
they were either African-American (n=24, 60%) or Caucasian (n= 16, 40%). Of the
six females represented, three were African American, two were Caucasian, and one
was Asian American. Partici pants' age was calculated based on their age at the time
of admission during the period assessed (mean age = 39.04).
All patients previously received psychiatric treatment (mean number of prior
admissions = 6. 6 1). The majority were taking psychotropic medication (n=46,
95.7%) or some form of mood stabil izer (n=29, 63%) at some point during the
course of the one year period assessed. Primary psychiatric diagnoses were as
fol lows : schizophrenia (n=26, 56. 5%), schizoaffective disorder (n= 10, 21. 7%),
psychosis not otherwise specified (n= 12, 26. 1%), mood disorder (n=7, 1 5. 6%), and
personal ity disorder (n= 1 6, 34.8%). Less than one third of the patients had an
alcohol abuse/dependence diagnosis (n = 13, 28.9%) or a substance
abuse/dependence diagnosis (n= 12, 26. 7%) .
The majority of patients were neither charged with sex offending (n=36,
78%) nor with committing violent acts of self-harm (n=43, 95.6%). Many
participants had legal charges of violence against others (n=40, 87%) and murder
(n= 19, 41.3%). Most had been found incompetent to stand trial for their legal
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charges (n = 32, 69 .6% ) . Less than o n e quarter of the sa mple were deemed b y the
cou rts to be not g u ilty by reason of insa n ity (n = 1 0, 2 1 . 7%) .
Desig n and Proced ure
Unlike a prospective research design, this retrospective study relied solely on
actuarial data and there was no contact with the patients whose records were
reviewed . There were no th reats to confidentia lity, as no patients will be later
identified in any way. The treatment providers were not involved at any stage of the
research . Th is study shall have no i mpact on an individ ual's diag nosis, current
treatment, or afterca re.
No record of the actuarial review was placed in patients' med ical cha rts
linking them to th is study. The information obta ined was coded based on incidence
of behavior. Patient records were assig ned a random five-d igit code, wh ich was then
assigned a two-d igit research number. The lists of codes were kept sepa rate
th roughout data collection a nd ana lysis to ensure patients' individua l records are to
never be identified in this study. Cod ing was done in that way for the pu rpose of
ind icating the correct behavioral i ndices with the HCR-20 scores for that code.
The risk assessment ratings by the referring clin icia n (REF) and the Dorothea
Dix Hospita l cli n ician (DOH) were used as a measure of dangerousness. Both
cli n icia ns were practicing cli n ical psychologists who were trai ned to use the risk
assessment tool with forensic inp·a tients. It is importa nt to note that the DOH
cl inicia n was not aware of the individ ual's exact rating of dangerousness prior to
in itiati ng the second assessment. The risk assessment data were collected and
stored away before the onset of the medical record review process (see Appendix D :
Steps to the Med ical Record Review) .
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The author summed the frequency of "behaviors warranting continued
hospitalization" which were obtained from the physician's orders sheet and the
"Monthly Physician Summary" progress note detailing the "Global Assessment of
Progress" towards achieving goals, current clinical status, and behaviors requiring
continued hospitalization. All of this information was checked against the
information gathered from the Frequency of behaviors obtained from the Daily
Health Care Technician Flow Sheet, Treatment Interventions Sheet, Treatment
Progress Flow Sheet, and Daily Progress Notes.
The data gathered were used as the cumulative behavioral observations for
each participant. Total number of verbal threats to others and physical assaults
were obtained from the provider logs indicated above. Summaries were calculated in
three-month increments and then totaled. This was done for concise data collection
purposes only and does not imply a time-series design. The information was then
kept separate from the risk assessment ratings during data collection and then
merged into a data file at the statistical analyses stage.
Measure
The HCR-20 Risk Assessment Scheme (Version 2) (Webster et al., 1997) was
used as a risk assessment tool in the retrospective study. The HCR-20 has 20 key
risk factors for dangerousness that take into account an individual' s past, present,
and future markers of risk for violence. The tool is divided into 10 Historical (H)
items (past), five Clinical (C) items' (present and subject to change), and five Risk
Management (R) items (factors that may increase the potential for violence) (see
Appendix C : HCR-20 Risk Assessment Scheme). The items are rated as 0= absent or
does not apply, l=possibly or partially present, 2=definitely present. Subscale scores
are summed for each of the three item domains and the HCR-20 Total score (0-40)
is obtained by adding the scores for the Historical (0-20 points), Clinical (0-10
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points), and Risk Management subscales (0-10 points). The HCR-20 also includes a
measure of structured final risk judgments (not included in the final score) in which
clinicians rate on a 3-point scale an individual's risk for violence (1 = low risk for
violence, 2 = moderate risk for violence, 3 = high risk for violence).
The developers of the HCR-20 assert that clinicians should use the risk
assessment tool to reassess patients "at least every 6 to 12 months or whenever
there is an important change in the status of the case (p.24)." Belfrage and Douglas
(2002) support the notion of repeated assessment using the HCR-20. They assert
that since the clinical and risk management factors are more prone to change over
time, accuracies in risk judgment are best when the assessment is more current.
They adhered to a six month increment retest design in their study and found that
patients with longer hospitalizations had lower scores on the Clinical and Risk
Management items over time. In a prospective study of 129 discharged psychiatric
patients, Doyle and Doylan (2003) also found significant changes in HCR-20 scores
over an eight and 24 week time period, with predictive validity better at discharge
than at baseline or eight week follow up.
Reliability analyses based on interrater reliability are typically high for the
Historical, and Clinical Subscales (IRR . 65 - 1.0). However, studies show somewhat
lower reliability for the Risk Management Subscale as compared to the other two
subscales (IRR . 58 -.74). Like the Historical and Clinical subscales, the HCR-Total
Score also yields strong interrater reliability (IRR . 78 - .98)(Douglas & Weir, 2003,
pp. 5-9).
Of the summary of HCR-20 research presented by Douglas and Weir (2003)
the internal consistency of the HCR-20 subscales and total score is high on average.
Of the subscales, the Historical subscale yields the highest internal consistency (a =
.74), followed by the Clinical subscale (a = . 64) and the Risk Management subscale
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Reliability analyses based on interrater reliability are typically high for the
Historical, and Clinical Subscales (IRR .65 - 1.0). However, studies show somewhat
lower reliability for the Risk Management Subscale as compared to the other two
subscales (IRR .58 -.74). Like the Historical and Clinical subscales, the HCR-Total
Score also yields strong interrater reliability (IRR . 78 - .98) (Douglas & Weir, 2003,
pp. 5-9).
Of the summary of HCR-20 research presented by Douglas and Weir (2003)
the internal consistency of the HCR-20 subscales and total score is high on average.
Of the subscales, the Historical subscale yields the highest internal consistency (ex. =
.74), followed by the Clinical subscale (ex. = .64) and the Risk Management subscale
(ex. = .54). Overall scale consistency for the HCR-20 has ranged from ex. = .78-.95 in
recent studies (pp 5-9, 14).
Data Analyses
The data were analyzed using the Statistical Package for the Social Sciences (SPSS),
Version 10.1.0. Although research utilizing the HCR-20 has relied heavily on the
Receiver Operating Characteristic (ROC) Analysis, the small sample size of this study
did not lend itself to such analysis. The results of the study were obtained by using
descriptive statistics, paired-sample t-tests to compare means, and regression
analysis to predict dangerousness.
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CHAPTER IV
RESULTS
Scale Internal Consistency and Intercorrelations
Chronbach's a. statistic was used to first assess the ·internal consistency of the
HCR-20 ratings from the referring clinician (REF) and the Dorothea Dix Hospital
clinician (DOH). Each clinician's rating yielded a Chronbach's a. of 0.84 for the entire
_ HCR-20 scale. The REF historical (a. = .68), clinical (a. = .81), and risk management
subscales (a. = .82) yielded higher levels of internal consistency than the DDH
historical (a. = .64), clinical (a. = .72), and risk management subscales (a. = .65).
Intercorrelations between the Historical, Clinical, and Risk Management
subscales and within the items were obtained using Pearson product moment
correlation coefficients. The intercorrelations among the items for each subscale
were moderate to large. Of the History subscale, psychopathy (H7), early
maladjustment (HS), and personality disorder (H9) yielded the largest positive
intercorrelation coefficients with one another. With the exception of (C l ) lack of
insight, the other four clinical variables yielded large positive intercorrelation
coefficients. The risk management items were moderately related to one another.
As a collective, the subscale scores yielded relatively large positive correlations with
one another. These results were obtained for both ratings (see Appendices E and F
for the intercorrelations tables).
The presentation of the results follows the order in which the hypotheses
were previously stated. The next section on Mean Comparisons of the HCR-20 Total
scores addresses the first question : Are the referring clinicians' ratings of
dangerousness higher than the ratings by the intake ratings of dangerousness at
Dix? Then, the mean comparisons for the criteria variables are presented. All tables

are located in the Appendices.
19

Mean Compa risons of the HCR-20 Tota l Scores
Four pa ired-sample t-tests were then used to compa re the mea ns of the HCR20 subsca le scores and total scores of each hospital rati ng. The scores of a l l 52
patients were used given that no behaviora l data was needed to ma ke this
comparison . As pred icted, the rati ngs of dangerousness (as indicated by the HCR-20
total score) by the referri ng cl inician (M = 27. 75, SD = 7 .07) were higher than the
dangerousness rati ngs completed by the Dorothea Dix Hospita l cl inicia n (M = 23. 02,
SD = 6.97),

t (51) = 5.28, p < . 00 1 . Given that the HCR-20 tota l score is comprised

of the subtota ls from the subscales, the sa me relationship between the subsca le
ratings existed . The REF mea ns for the H istorica l (M = 13.35, SD = 3.69), Cl inica l
(M = 7.37, SD = 2.66), a nd Risk Ma nagement su bscales (M = 1 1 . 48, SD = 3 . 23)

were statistica lly significantly higher than the DDH means for the H istorica l (M =
1 1 .48, SD = 3.23), t (51) = 4. 1 3, p < .001, Cl inica l (M = 6. 58, SD = 2 . 20), t (51) =
2.39, p < .05, a nd Risk Ma nagement subsca les (M = 5.27, SD = 1 .8 1), t (51) =
5. 3 1 , p < . 00 1 . Systematica l ly, patients were deemed by referri ng cl i n icians (REF)
to be a greater risk for violence in the hospita l than the Dorothea Dix clinician (DDH)
considered them to be at intake.
Mean Scores for Criteria
The criterion va ria bles "Verba l Th reats to Others" and "Physical Assa ults"
were respectively operationalized as the total nu mber of verba l th reats to others
(M = 4.03, SD = 6. 06, Range =0-24) a nd the total number of physical assa ults
(M = 2 . 10, SD= 3 . 57, Range = 0-17) over the course of a one-year hospita l ization at

DDH . Patients with one or more threats to others over the course of the one-year
hospita l ization at DDH were categorized as "Verba l ly Aggressive" (n = 20) .
Individuals were categorized as "Physically Violent" (n = 20) if they had one or more
total physical assaults over the course of a one-year hospita l ization at DDH . There
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• • aggressive" and "physically
were 15 patients who met the criteria for both "verbally
I

violent."
The next section on HCR-20 Predictors of Inpatients' Dangerousness is
divided into the results for the referring clinician's HCR-20 ratings and the Dorothea
Dix clinician's HCR-20 ratings. Those sections combined address the second
research question: Which ratings of dangerousness (referring hospital or Dorothea
Dix Hospital) best identify individuals who will be violent while in the hospital?

Also

•
the third research
question is addressed in the remaining sections as well: What
factors of the HCR-20 best predict the occurrence of verbal threats to others and
physical assaults by a psychiatric inpatient?

HCR-20 Predictors of Inpatients' Dangerousness
A series of multiple regression analysis were conducted to test the hypotheses
that specific HCR-20 items would be the greatest predictors of the criterion variables
physical assaults and threats to others. Binomial logistic regression analyses were
used to determine whether the proposed HCR-20 items were predictive of individuals
who had at least one incident of physical assault (physically violent) or at least one
incident of threatening others (verbally aggressive). It was hypothesized that the

. ' be the overall strongest predictor of the four criterion
-" would
Historical Items subscale
variables. Further, of the historical items, previous violence (H l), substance abuse
(HS), major mental illness (H6), psychopathy (H7), personality disorder (H9), and

., the best predictors of the four
prior supervision failure (H10) were expected to be

...
criterion variables. Of the Clinical Items, negative attitudes
(C2), active symptoms of
major mental illness (C3), impulsivity (C4), and unresponsive to treatment (CS)
were also expected to predict the criterion variables. Of the Risk Management
Items, exposure to destabilizers (R2), lack of personal support (R3), and stress (RS)
were expected to be predictive of the four criterion variables identified in the study.
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The results for the referring clinician's HCR-20 ratings are presented and then
followed by the results for the DDH clinician's HCR-20 ratings. Post hoc analyses of
the HCR-20 subscale scores are provided. Finally, comparisons of the HCR-20 total
scores for each administration of the risk assessment tool as predictors of each
criterion variable are made.
Referring Clinician's HCR-20 Ratings (REF)
Predicting Verbal Threats to Others (REF)
Historical Items

The six proposed historical items were entered into a linear regression
analysis as predictors of verbal threats to others. The regression model was valid:
R2 = .41, F(6, 32) = 3.71, p < .01. The variables were strongly related as indicated
by a large multiple correlation, R = .64. Personality disorder (H9) and prior
supervision failure (H10) were the only statistically significant predictors in the model
as indicated by positive and moderate standardized beta coefficients of p = 0.33, t(6,
573) = 2.14, (p < .05) and p = 0.37, t(6, 32) = 2.55, (p < . OS), respectively (see
Table G-1) .
Clinical Items

The four proposed clinical items were entered into a linear regression analysis
as predictors of verbal threats to others. The regression model was valid: R2 = .37,
F(4, 34) = 5.06, p < .01. The variables were related as indicated by a moderate size
multiple correlation, R = .61 . Negative attitudes (C2) and active symptoms of major
mental illness (C3) were the only statistically significant predictors in the model as
indicated by standardized beta coefficients of p = .57, t(4, 34) = 3.13, (p < .01) and
p = -0.32, t(4, 34) = -2.12, (p < .05), respectively (see Table G-2).
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Risk Management Items

Although it was expected that exposure to desta bil izers (R2), lack of personal
support (R3), a nd stress (RS) were sign ifica nt pred ictors of verbal th reats to others,
th is was not supported i n the data . In fact, the regression model was not valid.
Thus, none of the va ria bles were statistical ly significa nt.
Historical, Clinical, and Risk Management Subscales

As expected, with the HCR-20 subscales entered i nto a linea r regression
model to pred ict verbal th reats to others, the History subsca le was the only predictor
as i ndicated by a sta ndard ized beta coefficient of p = . 57, t(4, 35) = 3 . 73, (p �
.00 1 ) . The regression model was also val id : R2 = . 33, F(3, 36) = 5 . 76, p < . 0 1 (see
Table G-3) .
Predicting Verbally Aggressive Patients (REF)
Individual Items and Subscales

As indicated, patients were classified as verba l ly agg ressive if they had at
least one incident of th reatening another person . Fou r binomial log istic regression
analyses were conducted for the proposed predictors with in the h istorical, cl inical,
a nd risk management items and their respective subsca les. The six proposed
h istorical items were entered i nto a binomial l ogistic regression a na lysis as predictor
va riables of whether a n ind ivid ual was verbal ly aggressive . Of the patients' scores
on the historical items, personal ity diso rder (H9) was the only sig nificant predictor as
ind icated by Wa ld

x.2 ( 1 , N = 39) = 3. 86, p � .OS; Odds Ratio = 3 . 20.

Negative

attitudes (C2) was the only cl in ica l item to significantly predict patients who were
verbally aggressive as indicated by Wald

x2 (4, N = 39)

= 3 . 89, p � .05; Odds Ratio

= 5.68 . None of the risk management items were significant predictors. Of the HCR20 su bscales, the Clinical su bsca le was the only statistica l ly sign ificant pred ictor of
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whether a patient was verbally aggressive as indicated by Wald i2 ( 1, N = 39) =
5.06, p < .05 ; Odds Ratio = 1 . 55 (see Tables G-4, G-5, and G-6) .
Predicting Physical Assaults (REF)
Individual Items and Subscales

A series of l inear regression analyses were conducted for each proposed item
within each HCR-20 subscale as well as separate analyses of the subscales
themselves. Of the items proposed to predict patients' physical assa ults during a one
year psychiatric hospita lization, only two were statistically sign ificant predictors :
persona l i ty disorder ( H9) and prior supervision failure ( H 10) as indicated by
standardized beta coefficients of p = 0.40, t(6, 32) = 2 . 64, (p < .05) and p = 0.37,
t(6, 32) = 2 . 64, (p < .05),respectively. The variables were related as indicated by a
large multiple correlation, R = .66. The regression model for the six proposed
historical predictors was va l id : R2 = .44, F(6, 32) = 4. 13, p < .01 . None of the
proposed individual clinical items, individua l risk management items, or HCR-20
subscales were statistically significant predictors (see Table G-7) .
Predicting Physically Violent Patients (REF) ·
Individual Items and Subscales

..

As indicated, patients were classified as physically violent if they had at least
one incident of physically assaulting another person during a 1 2-month psychiatric
hospital ization. Four binom ial logistic regression analyses were conducted for the
,r,
proposed predictors within the historical, clinical, and risk management
items and

their respective subscales. The six proposed historical items were entered into a
binomial logistic regression analysis as predictor variables of whether an individual
was physically violent. Of the patients' scores on the histori cal items, personality
1' =
disorder ( H9) was the only significant predictor as indicated by Wald i2 ( 1 , N = 39)

4. 57, p < .05 ; Odds Ratio = 3 . 76. None of the clinica l items were significant
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predictors. Exposure to destabilizers (R2) was the only risk management item to
significantly predict patients who were verbally aggressive as indicated by Wald x2
(1, N = 39) = 4 . 07, p =s; . 05 ; Odds Ratio = 4 . 09. None of the HCR-20 subscales were
statistically significant predictors of whether a p�tient was physically violent when

.. Tables G-8 and G-9) . Please refer
the enter method was used in the analyses (see
to the section on post hoc comparisons for additional analyses of the HCR-20
subscales as predictors of patients who are physically violent (see pp. 29-30) .
Dorothea Dix Clinician's HCR-20 Ratings
Predicting Verbal Threats to Others (DDH)
Historical Items
• J
The first step was to enter the six proposed
historical items into a

..... '
,I •
., threats to �thers. In
multiple.. regression
analysis as predictor variables
of verbal
general, patients' scores on the selected historical items were strongly related to
,,
total number of physical
assaults: R = .61. The regression model was valid R2 = .38,

F(6, 32) = 3 .22, p < . 05. Total number of verbal threats to others was most strongly
" I

•

t •.

•

. • standardized beta
�I.,
predicted by personality disorder (H9), as indicated
by the

..

coefficient of p = 0 .46, t(6, 32) =

2 . 44,

(p < .05) . Although history of a major

,, a standardized beta coefficient
.,
mental illness (H6) approached significance with
of p
.I

=

-0.33,

.

t(6,

•

32) = - 1 .98, (p = .056), none of the other historica l items entered into

·,
the analysis
generated significant coefficients in predicting patients' verbal threats to

others (see Table H-1) .
Clinical Items

,

• I items into a multiple
, was to enter the
.. four proposed clinical
The second step

regression analysis as predictor variables of verbal threats to others. The model was
valid in that patient's scores on the selected clinical items were related to the total
_,, of physical assaults: R2 = .26, F(4, 34) = 3.02, p < .05. However, of the
number
'
' l
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variables entered into the equation, none yielded significant standardized beta
coefficients in predicting verbal threats to others.
Risk Management Items

The third step was to enter the three proposed risk management items into a
multiple regression analysis as predictors of verbal threats to others. The regression
model was not found to be valid. Given this, none of the risk management items
were found to be statistically significant predictors of the criterion.
Historical, Clinical, and Risk Management Subscales

The fourth step was to enter the DDH HCR-20 subscales into a multiple
regression analysis as predictors of verbal threats to others. The regression model
· was not valid: R2 = . 18, F(3, 35) = 2. 59, p = . 07. As expected, the Historical
subscale was a statistically significant predictor of verbal threats to others as
indicated by a standardized beta coefficient of p = 0. 53, t(3, 35) = 2.7 1, (p ::;;. 0 1).
However, implications of the finding are limited given the lack of model significance.
No other subscales yielded statistically significant results.
Predicting Verbally Aggressive Patients (DDH)

As indicated, patients were classified as verbally aggressive if they had one
incident of threatening another person. Four binomial logistic regression analyses
were conducted for the proposed predictors within the historical, clinical, and risk
management items and their respective subscales. The six proposed historical items
were entered into a binomial logistic regression analysis as predictor variables of
whether an individual was verbally aggressive. Of the patients' scores on the
historical items, psychopathy (H7) and personality disorder (H9) were the only
significant predictors as indicated by Wald I ( 1, N = 39) = 3.86, p � .05; Odds Ratio
= 5. 53 and Wald I (1, N = 39) = 5.92, p ::;; .05; Odds Ratio = 7.84, respectively.
None of the proposed clinical or risk management items were statistically significant.
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Of the HCR-20 su bsca les, the H istorica l su bscale was the only statistically significa nt
predictor of whether a patient was verba lly aggressive as i ndicated by Wald

i (1, N

= 39) = 3. 76, p = .05; Odds Ratio = 1 .38 (see Ta bles H-2 and H-3).
Predicting Physical Assaults (DDH)
Historical Items

The fi rst step was to enter the six proposed h istorical items i nto a multiple
regression analysis as predictor variables of physical assaults. In general, patients'
scores on the selected historica l items were related to total number of physical
assaults : R = . 64 . The reg ression model was va lid, R.2 = .41 F( 6, 32) = 3 .77, p <
.01 . Total nu mber of physical assaults was most strongly predicted by personality
disorder (H9), as indicated by the standa rd ized beta coefficient of p = 0.42, t(6, 32)
= 2.29, (p < .05). Although, psychopathy approached significance with a
sta ndardized beta coefficient of p = 0.30, t(6, 32) = 1 .96, (p = .059), none of the
other historical items entered i nto the analysis generated significa nt coefficients in
predicting physical assa ults (see Ta ble H-4) .
Clinical Items

The second step was to enter the four proposed clin ica l items into a mu ltiple
regression a nalysis as predictor variables of physical assau lts. The model was valid
in that patient's scores on the selected cl inical items were related to the tota l number
of physica l assa ults : R = . 52. The regression model was valid, R2 = .27, F(4, 34) =
3.21, p < .05. However, of the variables entered into the equation, none yielded
significa nt standa rdized beta coefficients in predicting physical assau lts .
Risk Management Items

The third step was to enter the three proposed risk ma nagement items into a
mu ltiple regression analysis as pred ictor va ria_bles of physical assa ults. Patients'
scores on the selected risk management items were related to the tota l number of
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physical assaults: R = . 50. The regression model was valid, R2 = .25, F(3, 35) =
3.80, p < .05. Total number of physical assaults was most strongly predicted by
exposure to destabilizers (R2), as indicated by the standardized beta coefficient of p
= 0. 33, t(3, 35) = 2.08, (p < . O S). No other selected risk management variables
were significant predictors of physical assaults (see Table H-5).
Historical, Clinical, and Risk Management Subscales

The fourth step was to assess whether the Historical Subscale would be the
strongest predictor of total assaults. However, by using the enter method, none of
the subscales were statistically significant predictors. Refer to the section on post
hoc analyses for additional findings for the DDH HCR-20 subscales and physical
assaults (see pp. 29-30).
Predicting Physically Violent Patients (DDH)

As indicated, a patient was categorized as physically violent if he or· she
committed one act of physical assault. Four binomial logistic regression analyses
were conducted for the proposed predictors within the historical, clinical, and risk
management items and their respective subscales. The six proposed historical items
were entered into a binomial logistic regression analysis as predictor variables of
whether an individual was physically violent. Of the patients' scores on the historical
items, psychopathy (H7) was the only significant predictor as indicated by Wald i
(1, N = 39) = 3.99, p < .05; Odds Ratio = 5. 16 (see Table H-6). None of thE;!
proposed clinical items, risk management items, or subscale totals were statistically
significant using the enter method. Additional analyses were conducted using a
forward approach and the results are detailed next in the post hoc analysis section.
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Post Hoc Analyses
HCR-20 Historical Subscale as Predictor of Physical Assaults
and the Categorization of Patients as Physically Violent

It was hypothesized that the HCR-20 Historical Subscale would be the
strongest predictor of physical assaults, threats to others, and whether someone was
physically violent or verbally aggressive when the Clinical and Risk Management
Subscales were taken into account. While the planned regression analysis utilizing

'
the. enter
method yielded statis�ically significant results for the subscale items when
threats to others and the category of verbally aggressive were predicted, the same
was not true in the prediction of total number of assaults and the category of
physically violent.

,. . conducted to further test the
A series of stepwise regression analyses were
hypothesis that the History subscale is also the best predictor of physical assaults
and individuals who were physically violent. The analysis for the DDH clinician HCR20 ratings and the referring (REF) clinician HCR-20 ratings were done separately.
The scores from the subscales were entered in the following order for each analysis :
historical, clinical, and risk management.
With the stepwise method, statistical significance of the historical subscale for
the two criterions was variable. For example in a linea r regression model predicting
physical assaults, the DDH HCR-20 Historical subscale emerged as the only

.

. significant predictor as indicated by an individual standardized beta
statistically

....

I•
coefficient of p = 0.47, t(l, 37) = 3 .25, (p< .01) . The variables
were related as

indicated by a moderate multiple correlation of R = .47. The regression model was
valid: .6.R2 = .22 . , F(l , 37) = 10.55, p < .01 Of the DDH HCR-20 subscales, the
Clinical subscale (although entered on the second step in a forward binomial logistic
regression model) was the only statistically significant predictor of whether a patient
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was physically violent, Wald i: (1, N = 39) = 9.85, p < .01 ; Odds Ratio = 1 .80. In a
forward binomial logistic regression predicting whether a patient was physically
violent, the REF HCR-20 Historical subscale was the only statistically significant
predictor among the other REF HCR-20 subscales, Wald i: (1, N = 39) = 5.89, p <
.OS ; Odds Ratio = 1.26.
HCR-20 Total Scores as Predictors
of Physical Violence and Verbal Threats to Others
While it was anticipated and supported that the referring clinician HCR-20
total scores would be higher than those from the DOH clinician ratings (refer to mean
statistics), the predictive quality of the ratings had not been indicated. Two linear
regressions were conducted to test whether either of the HCR-20 total score (DOH
clinician or referring clinician) best predicts physical assaults and threats to others.
In addition, two binomial logistic regressions were done to glean if one of the ratings
best predicts patients who were physically violent and those who were verbally
aggressive. The HCR-20 total scores for each rating were entered into the
regressions as predictor variables. The referring clinician ratings were the only
predictors of threats to others a nd categorizing patients as verbally aggressive as
indicated by a standardized beta coefficient of p = 0.39, t(2, 37) = 2.10, (p < . O S)
and Wald i: (1, N = 39) = 4.04, p < .05 ; Odds Ratio = 1.13, respectively. Neither
the referring clinician ratings nor the DOH ratings were predictive of physical

·,
assaults. However, the DOH rating
was the sole predictor of individuals to be
categorized as physically violent as indicated by Wald x2 (1, N = 39) = 4.68, p < .05 ;
Odds Ratio = 1.24.
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CHAPTER V
DISCUSSION
Findings
Are the referring clinicians' ratings of dangerousness higher than the ratings by the
intake ratings of dangerousness at Dorothea Dix Hospital?

This study supports the hypothesis that referring clin icians systematical ly rate
an individual's potential for dangerousness as more severe than the clinician at
Dorothea Dix Hospital. Wh ile this find ing may seem to be i llustrative of what some
may consider "dumping" of patients to a more secure facility, such generalizations
cannot be made of the data . In fact, resea rchers typical ly use the Receiver
Operating Characteristic to assess the sensitivity and specificity of dangerousness
ratings. Due to the small sa mple size, such ana lyses were unable to be done.
However, the ana lyses that were conducted yielded some promising results for the
utility of the HCR-20 Risk Assessment Scheme in an inpatient population .
Which ratings of dangerousness (referring hospital or Dorothea Dix Hospital)
best identify individuals who will be violent while in the hospital?

The most robust finding was that the of the REF ratings, the H istorical
Subscale was predictive of verbal threats to others, physica l assau lts, and the
categorization of patients as either verbally agg ressive or physically violent. When
the Historica l, Clinical and Risk Management su bscales were i ndicated as pred ictors
of verba l threats to others and physica l assau lts, the H istorica l subscale accou nted
for 53% and 25% of the va ria nce in the respective models. The H istorical subscale
also accou nted for the most variance 27% when predicting whether a patient was
physica l ly violent. The Clin ical subsca le accounted for most of the va riance (41%)
when pred icting whether a patient was verbal ly aggressive.
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When the DDH ratings were used, the Historical subsca le wa s the only
predictor of physical assa ults. However, when DDH HCR-20 subscales were indicated
as predictors of the criteria , the Clinica l subsca le was the most significant predictor
of whether someone was physica lly violent, even when the infl uence of the Historica l
subsca le was ta ken into account. The presence of persona lity disorder was a
significant predictor of verba l aggression and physical violence when using either the
referring cl inician or DDH clinician ratings as predictors. Similar to other studies
using the HCR-20, the Risk Management subscale did not contribute enough variance
to the models to yield sta tistica l significance. Whil e there were some exceptions,
with the relative contribution of the exposure to destabilizer (R2) in predicting
physical assa ults (DDH rating) and the cla ssification of patients as physica lly violent
(REF) ratings, overa l l utility of the Risk Management Subsca le was not found.
What factors of the HCR-20 best predict the occurrence of verbal threats to
others and physical assaults by a psychiatric inpatient?

Of the REF HCR-20 items predicting verba l threats to others, the following
items were significant when considered within each respective subsca le: personality
disorder (H9), prior supervision failure ( H 10) negative attitudes (C2), active
symptoms of major mental illness, and (C3) lack of persona l support, and the
Historica l Subscale. Simila rly, personality disorder and negative attitudes were a lso
significant predictors _of whether a patient was categorized as verba lly aggressive.
However, the Clinica l subsca le was the strongest predictor of verba l aggressiveness
when including the infl uences of the Historica l and Risk Management subsca les .
Also, of the REF HCR-20 items predicting physica l assa ults, only the persona lity
disorder (H9) and prior supervision failure ( H l O) items were moderate predictors. In
predicting those who were physica l ly violent, personality disorder, and exposure to
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destabilizers (R2) were the strongest predictors when compared to other items
within their respective subscales .
The findings from the DDH ratings as predictors of verbal threats to others
yield personality disorder as the sole predictor, even with a moderate relationship.
Personality disorder ( H9) and psychopathy ( H7) were predictors of patients
categorized as verbally aggressive. Personality disorder alone was predictive of
physical assaults, whereas psychopathy was the strongest predictor of whether a
patient was physically violent.
Again, the data lend credence to the notion that historical markers are
predictive of future violence. This relationship has been illustrated in a variety of
settings across time. Given that the clinical and risk management items are more
subjective to change over time, we would expect the historical markers to be more
robust indicators. The developers of the scale have found similar results (Douglas &
Weir, 2003) .
One odd finding was that the active symptoms of major mental illness (C3)
item was negatively weighted when entered into a regression equation to predict
verbal threats to others. While studies have shown there to be some moderate
association between mental illness and violence (Monaha n et al., 200 1 ), we would
not expect the relation between the variable to be a negative one. One explanation
could be that individuals who are rated as having the presence of active mental
illness may not be interacting socially with other patients on the unit. They may be
isolated due to staff anticipating their violence potential and volatility, or heavily
sedated due to an increase in their psychotropic medication to decrease the
debilitating symptoms of mental illness.
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Another explanation is based on the issue of multicollinearity of the variables.
Since the HCR-20 items were highly interrelated, one or more variables may serve as
suppressor variables when the other items are taken into account. For example,
researchers have found substance abuse to moderate the relationship between major
mental illness and crime (Melton et al., 1997 ; Klassen, 1996 as cited in Webster et
al. 1997). However, in this study less than one third of the patients had an alcohol
abuse/dependence diagnosis (n=13, 28.9%) or a substance abuse/dependence
diagnosis (n=12, 26.7%). This low prevalence of alcohol and substance abuse in the
sample also helps to explain why HS was not a significant predictor of dangerousness
when entered into regression equations with the other historical items. Given this,
the effects of the substance abuse problem item (HS) in moderating the active .
symptoms of major mental illness item (C3) may have been suppressed and limited
at best. This helps to further explain the odd finding that active symptoms major
mental illness was negatively correlated with dangerousness.
Although the developers of the HCR-20 warn clinicians not to use the HCR-20
total score to make their ultimate judgments of risk, many clinicians erroneously do
so and fail to take into account the larger scope of an individual's dangerousness
potential. When the HCR-20 total scores for each clinician's ratings of an individual's
potential for dangerousness on the four criteri� were entered into a regression
model, the REF HCR-20 total score accounted for most of the variance in predictions
of verbal threats to others and patients who were verbally aggressive. While no total
score was predictive of physical assaults, only the DDH HCR-20 total score was
significant in predicting the low base rate of physical assault (one assault over the
course of the year resulting in categorization of patients as physically violent).
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Limitations
The study is limited in a number of ways. First, with such a small sample
size, more robust statistical procedures could not be used in order to assess
sensitivity and specificity or ratings of dangerousness. While it may be helpful to use
a risk assessment tool to estimate violence potential in the hospital, real world
decisions are made daily that will ultimately impact the lives of people within larger
society. So, it is important to not only say someone is at risk of endangering others
but to also indicate to some degree of certainty the factors contributing to the
individual's display of violent behaviors (specificity) as well as to determine how
great the risk may be (sensitivity).
Without a large enough sample size, there was little variability among the
participants with regard to the amount of violent behavior exhibited in the hospital.
As a result, the study relied on an extremely low base rate of one occurrence of a
violent act or threat over the course of the year in order to classify a patient as
physically violent or verbally aggressive, respectively. Although significant results
were found, this approach is a step back to the pitfalls inherent in the first
generational studies when more sophisticated techniques are preferred for predictive
accuracy.
Another limitation is that although the DDH clinician completed the HCR-20
risk assessments while blind to the referring clinician ratings, they may have still
been biased against rating someone as extremely dangerous if the person is to soon
be in their care. It may be the case that instead of referring clinicians over reporting
risk of harm to others, DDH clinicians may underestimate a patient's violence
potential. However, this is contradicted by research that shows a decrease in
Historical and Clinical subscale scores the longer a person is hospitalized. Given that
there was no interrater reliability of the HCR-20 ratings by each clinician, the
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differences in scores cou ld be due to training va riability and cl in ical tech n ique. As a
resu lt, compa risons between the two sets of scores should be accepted with ca ution .
Futu re Research Initiative
Future research of the mentally ill dangerous offender in North Ca rolina

..

,
shou ld focus not only on assessing risk of violence but also on the comn:,unication
of

such risk i n a mea n ingful and consistent ma n ner. Researchers have esta blished
guideli nes for conti nuing study of this area (Grisso & Tomkins, 1996, Heilbrun,
1997 ; Monahan et al., 200 1 , Poythress, 1990, Schopp, 1996). The fi rst step in the
research in itiative shou ld be to provide statewide traini ng on ad ministeri ng the HCR20 in order to assure i nterrater reliabil ity among cli n icians. Through this, cl inicians
will be able to communicate risk in a sta ndard and informative way. In designing
futu re stud ies of "dangerous" psychiatric i n patients i n North Ca rolina, attention to
the usefu l information glea ned form th is research is pa ramount.
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HCR-20 RISK ASSESSMENT SCHEME
Table A- 1
Subscales

HCR-20 Risk Assessment Scheme
Items

HISTORICAL
Hl
H2
H3
H4
HS
H6
H7
HB
H9
H 10
CLINICAL

Cl

C2

C3

C4

cs

RISK MANAGEM ENT
Rl
R2

R3

R4

RS

Previous Violence
Young Age at First Violent Incident
Relationship Instability
Employment Problems
Substance Use Problems
Major Mental Illness
Psychopathy
Early Maladj ustment
Personality Disorder
Prior Supervision Failure
Lack of Insight
Negative Attitudes
Active Symptoms of Major Mental
Illness
Impu lsivity
Unresponsive to Treatment
Pla ns Lack Feasibility
Exposure to Destabilizers
Lack of Personal Support
Noncomplia nce with Remediation
Attempts
Stress

Note: Adapted from Webster. Douglas. Eaves. and Hart C 1997 Al.
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VIOLENT CRIME IN NORTH CAROLI NA
Table B-2

Violent Crime i n North Ca rolina
2000
1999

Offense
Classification

2002

200 1

389,559

39 1,207

398,234

384,906

5,266.8

4,9 19.8

5,005.2

4,77 1 . 0

40,719

39,609

40,087

38,2 1 5

550 . 5

498 . 1

503. 8

473 .7

535

563

51 1

541

7.2

7. 1

6.4

6.7

2,077

2,1 1 5

2,060

2,146

28. 1

26.6

25.9

26.6

1 1 ,894

12,439

13, 1 41

12,076

160 . 8

1 56.4

165.2

1 49.7

26,2 13

24,492

24,375

23,452

Rate per 100,000

354.4

308 . 0

306.4

290 .7

Estimated Popu lation
Coveraae

7,396,561

7,95 1,757

7,956,347

8,067,546

Index Cri me

Rate per 100,000

Violent Crime
Rate per 100,000

Murder
Rate per 100,000

Rape
Rate per 100,000

Robbery
Rate per 1 00,000

Agg . Assa u lt

Adapted from North Ca rolina Department of Justice (Ju ne, 2003) Crime in North
Carolina-2002 : Ann ual Su pport of 2002 Uniform Crime Report Data . State Burea u
of Investigation (p.8) .
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DEMOGRAPHIC CHARACTERSITICS OF PATIENTS
Demographic Characteristics of Patients
Table C-1
Characteristic
n
Sex

%

Male
Female

40
6

87.0
13.0

African-American
Caucasian
Asian-American

27
18
1

58.7
39.1
2 .2

Prior Admissions
1-5
6-10
11-15
21-30

25
12
7
2

54.3
26.1
15.2

Lega I Charges
Violence against others
Murder
Sex Offense
Violence against self

40
19
10
2

87.0
41.3
21.7

Forensic Status
Detained
Incompetent to Proceed to Trial
NGRI

39
32
10

84.8
69.6
21.7

Race

Note : N = 46

so

4.4

4.4
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STEPS TO TH E M EDICAL RECORD REVIEW
Table 0- 1

Steps to the Medica l Record Review

Step 1 : Obtai n Background Data
Demograph ics
Age at i nta ke (contin uous)
Sex (0=ma le, ! =female)
Race (0=white, l =black, 2= other)
Chronic Mental Illness
# of prior adm issions
Legal Charges (0= no, l =yes)
violence agai nst others
violence agai nst self
violence agai nst property
murder
sex offense
Forensic (0= no, l =yes)
Competency
Not Gui lty by Reason of Insa nity
Diagnostic H istory (0= no, l =yes)
Psychosis
Affective Disturba nce
Personal ity Disorder
Alcohol Abuse
Su bstance Abuse
Medication (0= no, l =yes)
Psychotropic
Mood Sta bi l izer
Step 2 : Summarize Da ily Behavioral Observations
A. Frequency of behaviors obtained from the Da ily Health Ca re Tech nician Flow Sheet
1 . "Physical Agg·ression"
2. "Verbal Aggression"
B. Frequency of behaviors obtained from the Treatment Interventions, Treatment
Prog ress Flow Sheet, and Da ily Progress Notes
1 . "Endangering Safety of others"
2. "Assaultive Behavior"
C. Cumu lative Freq uency of Behaviors obta ined from the physicia n's orders sheet
and the Month ly Physicia n Su mmary progress notes
1 . "Verba lly th reatening others" (total # )
2. "Physically assaultive (others)" (total # )
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Table E- 1
Intercorrelations for Verbal Threats to Others and Historical Items (REF Ratings}
8

7

Measure
1.
Th reat to Others

1

2. H l

Previous Violence

. 13

3. H2

Young Age at
First Arrest

.36*

.28*

4. H3

Relationship Instability

.36*

.45**

.30*

5. H4

Employment Problems

.25

.23

.07

. 42 **

6. HS

Substa nce Abuse
Problems

. 18

.08

. 16

.29*

. 19

7 . H6

Major Menta l Illness

-. 13

-.07

- . 16

.07

-.15

.08

8 . H7

Psychopathy

.36*

.31*

. 44**

. 61**

.10

.22

9 . H8

Ea rly Maladjustment

.22

. 10

.45**

. 25

.09

.38**

-.01

1 0 . H9

Personality Disorder

. 49**

. 17

. 16

.34*

.20

. 13

.00

.30

. 16

.25

-.OS

-.15

1 1 . H 1 0 Prior Supervision
Failure

.47*

3

2

. 14

5

4

6

9

10

- . 12
.20
.28* .OS
.18

.11

Note : (N= 52) Verba l Th reats to Others = Cumu lative # of Verba l Threats to Others during a 1 2 month period.
*.Q < .OS.
**.Q < . 0 1 .

. 25

11

Ta ble E-2
Intercorrelations for Verbal Th reats to Others a nd Clinica l Items (REF Ratings}
Measure
1.
Verba l Th reats to Others

1

2

2. C l Lack of Insight

.01

3. C2 Negative Attitudes

. 53** . 36**

4. C3 Active Symptoms of
Major Mental Ill ness

3

- . 13

. 62**

. 27

S. C4 Impu lsivity

.29

. 4 7**

.70**

6. CS Unresponsive to
Treatment

. 28

. 49**

.47**

4

5

· 5

. 32*
. 37**

. 56**

Note : ( N = 52) Verba l Threats to Others = Cumu lative # of Verba l Th reats to Others
during a 12 month period .
*.Q < . OS.
**.Q < .0 1 .
Ta ble E-3
Intercorrelations for Verba l Th reats to Others and
Risk Management Items (REF Ratings}
2

1

2 . Rl Pla n Lacks Feasibil ity

.OS

3 . R2 Exposu re to Destabilizers

.16

.70**

4. R3 Lack of Personal Support

- .0f r

.31*

. 28*

5. R4 Noncompliance with
Remed iation Attempts

. 10

. 69**

. 62**

. 25

. 57

. 62**

. 28*

6. RS Stress

-.05

3

4

Measure
1.
Verbal Th reats to Others

5

6

. 54**

Note : ( N = 52) Verba l Th reats to Others = Cumu lative # of Verba l Threats to Others
during a 1 2 month period .
*.Q < .05.
**.Q < . 0 1 .
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Ta ble E-4
IntercQrrelations fQr Verball1 Aggressive and Historical Items (REF Rati ngs)
Measure
Verba l ly Agg ressive
1.

u,

1

3

2

4

5

6

7

8

2. Hl

Previous Violence

.22

3. H2

Young Age at
Fi rst Arrest

.43**

. 28*

4. H3

Relationship Instabil ity

. 35*

.45**

.30*

5. H4

Employment Problems

.32*

.23

. 07

. 42 **

6. H S

Substa nce Abuse
Problems

-.01

. 08

. 16

.29*

. 19

7. H 6

Major Menta l Illness

-.28

-.07

-.16

. 07

-.15

.08

8 . H7

Psychopathy

.42**

.31*

.44**

. 10

. 22

-.12

- . 10

. 10

.45** .25

.09

.38**

-.01

.20

.4 3**

. 17

. 16

. 34*

. 20

. 13

.21

. 28*

.25

. 14

. 30*

. 16

.25

-.05

-.15

. 1 8**

9. H S

. Ea rly Ma ladjustment

1 0 . H9

Personality Disorder

1 1 . H l O Prior Supervision
Failure

.61**

9

10

.OS
.11

. 25

Note : (N = 52) Verba l ly Aggressive coded as O = no verba l th reats to others, 1 = at least Qne verba l threat to others.
*R < .OS.
**R < . 0 1 .

11

Table E-5
Intercorrelations for Verbal ly Aggressive a nd Clin ica l Items {REF Ratings)
4

Measure
Verba l ly Aggressive
1.

1

2. C l Lack o f Insig ht

. 20

3. C2 Negative Attitudes

. 63**

. 36**

4. C3 Active Symptoms of
Major Menta l Ill ness

. 02

. 62**

.27

S. C4 Impulsivity

. 6 1 **

.47**

.70**

. 32*

6. C5 Unresponsive to
Treatment

. 38*

.49**

.47**

. 37**

2

3

5

6

. 56**

Note : {N= 52) Verbal ly Aggressive coded as O = no verba l threats to others, 1 = at
least one verbal th reat to others.
*.Q < .OS.
**.Q < .0 1 .
Tab le E-6
Intercorrelations for Verbal ly Aggressive a nd Risk Management Items {REF Ratings)
2

4

3

Measure
Verba l ly Agg ressive
1. -

1

2. Rl Plan Lacks Feasibil ity

.21

3 . R2 Exposu re to Desta bilizers

. 19

.70**

4. R3 Lack of Personal Support

. 14

. 3 1*

. 28*

5. R4 Noncompliance with
Remediation Attem pts

. 13

. 69**

. 62**

.25

6. RS Stress

-. 1 1

. 62**

. 28*

. 57**

5

6

. 54**

Note : { N = 52) Verbal ly Aggressive coded as O = no verbal threats to others, 1 = at
least one verba l th reat to others.
*.Q < .OS.
**.Q < . 0 1 .
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Table E-7
Intercorrelations for Physical Assaults and Historical Items (REF Ratings}

U1
CD

Measure
1.
Physical Assaults

1

2. H1

Previous Violence

-.OS

3. H2

Young Age at
First Arrest

.11

.28*

4. H3

Relatio_nship Instability

.29

.45**

.30*

5. H4

Employment Problems

.23

.07

.42*

6. HS

Substance Abuse
Problems

.10

.08

.16

.29*

7. H6

Major Mental Illness

.04

-.07

-.16

8. H7

Psychopathy

.28

.31*

. 44**

9 . HS

Early Maladjustment

-.03

.10

10. H9

Personality Disorder

11 . H10

Prior Supervision
Failure

2

.28

3

4

5

6

7

8

.08

.61**

.10

.22

-.12

.45**

.25

.09

.38*

-.01

.20

. SO** .17

.16

.34*

.44**

.30*

.16

.14

10

.19
-.15

.07

9

.20

.13

.00

.28*

.OS

.25

-.OS

-.15

.18**

.11

Note : (N= 52) Physical Assaults = Cumulative # of Physical Assaults during a 12 month period.
*.Q < .O S.
**.Q < . O L

.25

11

Ta ble E-8
Intercorrelations for Physical Assau lts a nd Cli nical Items (REF Rati ngs)
Measu re
1.
Physical Assa ults

1

2. C l Lack of Insight

. 12

3. C2 Negative Attitudes

. 43** . 36**

4. C3 Active Symptoms of
Major Mental Ill ness

. 18

. 62**

5. C4 I mpulsivity

.35*

· .47 *

. 70**

.32*

6. CS · Un responsive to
Treatment

.32

.49 **

.47 *

. 37**

2

3

4

5

6

. 27

.56**

Note : (N = 52) Physical Assa ults = Cumulative # of Physical Assaults during a 1 2
month period .
*.Q < .05.
**.Q < .0 1 .
Table E-9
I ntercorrelations for Physical Assau lts a nd Risk Management Items (REF Ratings)
Measure
1.
Physica l Assau lts

2

1

3

4

2. Rl

Plan Lacks Feasibility

.30

3 . R2

Exposu re to Desta bilizers

. 3 4**

. 7 0 **

4. R3

Lack of Personal Support

.30

.31*

. 28*

5 . R4

Noncompl ia nce with
Remediation Attempts

.3 1

. 69*

. 62**

. 25

. 19

. 57**

. 62**

. 2 8*

6 . RS Stress

5

. 54**

Note: (N = 52) Physical Assaults = Cumu lative # of Physical Assa ults during a 1 2
month period .
*.Q < .05.
**.Q < . 0 1 .
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6

Table E- 10
Intercorrel�tions for Physically Violent and Historical Items (REF Ratings}
Measu re

°'0

1

2

3

4

5

6

7

8

9

1.

Physica I l y Violent

2. H l

Previous Violence

-. 1

3 . H2

Young Age at
First Arrest

.35*

. 28*

4. H3

Relationship Instability

. 10

. 45** . 30*

5 . H4

Employment Problems

.40*

. 23

. 07

.42**

6. H S

Su bsta nce Abuse
Problems

.11

.08

. 16

-.29*

. 19

7. H6

Major Menta l Ill ness

-.09

- . 07

-. 16

. 07

-.15

.08

8 . H7

Psychopathy

. 17

.31*

.44**

.6 1**

. 10

. 22

-. 12

9. H8

Ea rly Ma ladj ustment

. 10

. 10

.45**

.25

.09

. 38**

-.01

. 20

10. H9

Personal ity Disorder

.43**

. 17

. 16

. 34*

. 20

. 13

. 00

. 28*

.OS

.36*

. 14

. 30*

. 16

.25

-.05

-. 1 5

. 18

.11

1 1 . H 1 0 Prior Supervision
Failure

10

.25

Note : ( N = 52) Physical ly Violent coded as O = no physical assa ults, 1 = at least one physical assa ult agai nst others.
* Q < . 05.
**Q < . 0 1 .

11

Ta ble E- 1 1
Intercorrelations for Physically Violent and Clinica l Items (REF Ratings)
Measure
1.
Physica I l y Violent

1

2. Cl Lack of I nsig ht

.11

3. C2 Negative Attitudes

. 43**

. 36**

4. C3 Active Symptoms of
Major Menta l Ill ness

.21

.62**

.27

5. C4 Impu lsivity

.35*

.47**

.70**

. 32*

6. CS Un responsive to
Treatment

. 24

. 49 **

. 47**

. 37**

2

4

3

5

6

. 56**

Note: ( N = 52) Physica lly Violent coded as O = no physica l assa ults, 1 = at least one
physica l assa u lt against others.
*.Q < .OS.
**.Q < . 0 1 .
Ta ble E- 12
Intercorrelations for Physica lly Violent a nd Risk Management Items (REF Ratings)
Measure
Physica lly Violent
1.

1

2

2. Rl Pla n Lacks Feasibility

. 14

3. R2 Exposure to Destabilizers

. 32*

.70**

4. R3 Lack of Personal Support

.21

.31*

5. R4 Noncompl ia nee with
Remediation Attempts

. 34*

. 69**

6. RS Stress

.06

. 57**

4

3

5

6

. 28*
. 62**
. 62**

.25
. 28*

. 54**

Note: ( N = 52) Physically Violent coded as O = no physical assa ults, 1 = at least one
physical assa ult agai nst others.
*.Q < .OS.
**.Q < . 0 1 .
61

Ta ble E- 13
IntercorrelatiQns for Verbal Th reats to Others a nd HCR-20 Subsca les {REF Ratings}
3

Measure
1.
Verba l Th reats to Others

1

2.

Historical Items

. 54**

3.

Clinical Items

. 24

.30 *

4.

Risk Management Items

.06

. 38 **

. 5 7 **

5.

HCR-20 Tota l Score

.40 *

. 7 9**

. 7 4*

2

4

5

. 79**

Note : (N =52) Verbal Th reats to Others = Cumulative # of Verbal Th reats to Others
during a 12 month period .
*Q < .05.
**Q < . 0 1 .
Ta ble E- 14
Intercorrelations for Verbal ly Aggressive and HCR-20 Subsca les {REF Ratings)
2

Measure
1.
Verba lly Agg ressive

1

2.

Historica l Items

. 39*

3.

Clin ical Items

. 46**

.30 *

4.

Risk Management Items

.15

.38 **

. 5 7 **

5.

HCR-20 Tota l Score

.45**

. 7 9**

. 7 4**

3

4

5

. 7 9**

Note : (N=52) Verba lly Agg ressive coded as O = no verbal th reats to others, 1 = .at
least one verbal threat tQ Qthers.
*Q < .05.
**Q < . 0 1 .
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Ta ble E- 1 5
Intercorrelations for Physica l Assa ults a n d HCR-20 Su bsca les (REF Ratings)
Measure
1.
Physica l Assa ults

1

2

3

2.

H istorica I Items

. 38*

3.

Clin ica l Items

.36*

. 30*

4.

Risk Management Items

.38*

.38**

. 57**

5.

HCR-20 Total Score

.48 **

. 79**

. 74**

4

5

. 80**

Note : (N= 52) Physical Assa u lts = Cumulative # of .Physica l Assau lts during a 1 2
month period .
*Q < .05.
**Q < . 0 1 .

Ta ble E- 1 6
Intercorrelations for Physica l ly Violent a n d HCR-20 Su bsca les (REF Ratings)
Measure

1

2

1.

Physically Violent

2.

H istorica l Items

. 37*

3.

Clin ica l Items

. 33*

. 30*

4.

Risk Management Items

. 29

.38**

5.

HCR-20 Total Score

. 44**

. 79**

3

4

5

. 57**
. 74**

. 79**

Note : (N= 52) Physica l ly Violent coded as O = no physica l assaults, 1 = at least one
physical assau lt against others .
*Q < . 0 5 .
**Q < . 0 1 .
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Table F-1
Intercorrelations for Verbal Threats to Others and Historical Items (DDH Ratings}
Measure

°'°'

1

2

3

4

5

6

7

1.

Verbal Threat to Others

2. H l

Previous Violence

.11

3. H2

Young Age at
First Arrest

.27

4. H3

Relationship Instability

.08

.19

5 . H4

Employment Problems

-.11

.07

.23

.20

6. HS

Substance Abuse
Problems

- .04

.21

.06

-.06

7 . H6

Major Mental Illness

-.17

-.10

.03

.21

-.12

- .14

8. H7

Psychopathy

.43**

.16

.40**

.27

.14

:21

- .09

9 . HB

Early Maladjustment

.34*

-.03

.53**

.01

.23

.05

-.10

10. H9

Personality Disorder

.43**

.23

.40**

.29* ·

-.00

.08

.21

11 . H10

Prior Supervision
Failure

.36*

.21

.25

.15

.03

.18

-.15

8

9

10

.22
.07

.09

. 31*
.44**
.48**

.21
.17

Note : (N=52) Verbal Threats to Others = Cumulative # of Verbal Threats to Others during a 12 month period.
*Q < .05.
**Q < .01.

.41**

11

Ta ble F-2
Intercorrelations for Verba l Th reats to Others and Clinical Items (DDH Ratings}
Measure
1.
Verba I Th reats to Others
2. C l Lack o f Insight

2

1

3

4

6

-. 1 8

3 . C2 Negative Attitudes

.41*

.21

4. C3 Active Symptoms of
Major Mental Ill ness

- . 17

. 39**

.23

5. C4 Impulsivity

.32*

. 28*

. 54**

.30*

.01

. 66**

. 32*

. 09

6. CS U n responsive to
Treatment

5

. 39**

Note : (N = 52) Verba l Th reats to Others = Cumulative # of Verba l Th reats to Others
d u ring a 12 month period .
*.Q < .05.
**.Q < . 0 1 .
Ta ble F-3
Intercorrelations for Verba l Th reats to Others and Risk Management Items (DDH
Ratings)
1

2. Rl Pla n Lacks Feasibility

. 08

3. R2 Exposu re to Destabilizers

. 09

. 20

4. R3 Lack of Persona l Support

-. 03

. 26*

.18

5. R4 Noncompliance with
Remediation Attempts

-. 10

. 55**

.07

. 32*

6 . RS Stress

. 22

. 22

. 38**

. 17*

2

3

4

Measure
1.
Verba l Th reats to Others

5

6

. 38**

Note : (N = 52) Verbal Th reats to Others = Cumulative # of Verba l Th reats to Others
d u ring a 12 month period .
*.Q < . O S .
**.Q < . 0 1 .
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Ta ble F-4
Intercorrelations for Yerbally Aggressive and Historical Items (DDH Rati ngs)
Measure

1

2

4

3

5

7

6

1.

Verba l ly Agg ressive

2. H l

Previous Violence

.01

3 . H2

Young Age at
Fi rst Arrest

.28

. 22

4. H3

Relationsh ip Instabil ity

. 17

. 19

. 07

5. H4 .

Employment Problems

. 12

. 07

.23

6. H S

Su bsta nce Abuse
Problems

- .03

.21

. 06

- . 06

. 09

7. H6

Major Menta l Ill ness

- . 07

-.10

.03

.21

-. 12

- . 14

8. H7

Psychopathy

.43**

. 16

.40**

. 27

. 14

.21

-.09

9. HS

Ea rly Maladjustment

.20

- . 03

. 53**

.01

.23

.OS

-.10

10. H9

Personal ity Disorder

.43**

.23

.40**

. 29*

-.00

. 08

.21

.20

.21

. 25

.15

.03

. 18

-.15

1 1 . H 1 0 Prior Supervision
Fa ilure

9

8

10

. 20

.31*
. 44** . 2 1
.48** . 17 .41**

Note : ( N = 52) Verba l ly Aggressive coded as O = no verba l threats to others, 1 = at least one verba l threat to others.
*Q < . OS.
**Q < . 0 1 .

11

Table F-5
Intercorrelations for Verbally Aggressive and Clinical Items (DDH Ratings}
Measure
1.
Verbally Aggressive

1

2. Cl Lack of Insight

.17

3. C2 Negative · Attitudes

.29

.21

4. C3 Active Symptoms of
Major Mental Illness

-.04

.40**

.23

5. C4 Impulsivity

.27

.28*

.54**

.30*

6. CS Unresponsive to
Treatment

.20

.66**

.32*

.09

2

3

4

5

6

.39**

Note : (N =52) Verbally Aggressive coded as 0 = no verbal threats to others, 1= at
least one verbal threat to others.
*Q < .05 .
**Q < . 0 1 .

Table F-6
Intertorrelations for Verbally Aggressive and Risk Management Items (DDH Ratings}
3

Measure
1.
Verbally Aggressive

1

2. Rl Plan Lacks Feasibility

.28

3. R2 Exposure to Destabilizers

.18

.20

4. R3 Lack of Personal Support

-. 1 1

.26

5. R4 Noncompliance with
Remediation Attempts

-.05

.55**

.07

6. RS Stress

-.02

.22

.38**

2

4

5

6

.18
.32*
.17

.38**

Note : (N =52) Verbally Aggressive coded as O = no verbal threats to others, 1 = at
least one verbal threat to others.
*Q < .OS.
**Q < . 0 1 .
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Table F-7
IntercorreJations for Phtsica l Assau lts and Historica l Items (DDH Ratings)
Measure

1

2

3

4

5

7

6

1.

Physical Assa ults

2. H 1

Previous Violence

.01

3 . H2

Young Age at
First Arrest

. 22

4. H3

Relationship Instability

.30

. 19

.07

5. H4

Employment Problems - .02

.07

.23

.20

6. H S

Substance Abuse
Problems

- .09

.21

.06

- .06

.09

7 . H6

Major Mental Illness

.08

- . 10

.21

-.12

-.14

8 . H7

Psychopathy

. 46 **

9 . HS

Early Ma I adjustment

.33*

10. H9

Persona lity Disorder

1 1 . H 10

Prior Su pervision
Fail ure

10

9

8

. 22

.03

.16

. 40 **

.27

. 14

.21

- .09

- .03

. 53**

.01

.23

.OS

- . 10

. 53**

. 23

.40**

. 29*

- .00

.08

.21

. 44**

.40*

.21

.25

.03

.18

-.15

.48**

.15

Note : ( N = 52) Physica l Assa ults = Cumu lative # of Physica l Assa u lts during a 1 2 month period.
*Q < . O S .
**Q < .01 .

.3 1 *
.21
. 17

. 4 1 **
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Ta ble F-8
Intercorrelations for Physical Assaults a nd Clin ica l Items (DDH Ratings}
Measure
1.
Physical Assau lts

1

2. C l Lack of Insight

. 15

3. C2 Negative Attitudes

. 48 **

.21

4. C3 Active Symptoms of
Major Mental Ill ness

. 16

. 34**

. 23

S. C4 Impulsivity

. 46 **

. 28*

. 54**

.20

. 66**

. 32*

6. CS Unresponsive to
Treatment

2

3

4

5

6

.30*
. 09

.39**

Note : .(N = 52) Physical Assa ults = Cumulative # of Physica l Assaults duri ng a 12
month period.
*.Q < .05 .
**.Q < . 0 1 .
Table F-9
Intercorrelations for Physical Assa ults a nd Risk Management Items (DDH Ratings)
Measure
1.
Physical Assa ults

2

1

3

4

2 . Rl

Plan Lacks Feasibility

. 15

3 . R2

Exposure to Destabilizers

. 4 3**

.20

4. R3 Lack of Personal Support

.22

.26

. 18

5. R4 Noncomplia nce with
Remediation Attempts

- . 02

. 55**

. 07

. 32*

6. RS Stress

.36

. 22

.38**

. 17

5

.38**

Note : ( N = 52) Physica l Assa ults = Cumu lative # of Physica l Assa u lts d uring a 1 2
month period .
*.Q < .05 .
**.Q <:= . 0 1 .
71
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Table F-10
Intercorrelations for Physically Violent and Historical Items (DOH Ratings)

-..J
N

7

6

9

8

10

Measure
1.
Physically Violent

1

2. H l

Previous Violence

.13

3. H2

Young Age at
First Arrest

.37*

.22

4. H3

Relationship Instability

.17

.19

.07

5. H4

Employment Problems

.12

.07

.23

.20

6. HS

Substance Abuse
Problems

.03

.21

.06

-.06

.09

7. H6

Major Mental Illness

.02

-.10

.03

.21

-.12

-.14

8. H7

Psychopathy

.43**

.16

.40**

.27

.14

.21

-.09

9. HS

Early Maladjustment

.38*

-.03

.53**

.01

.23

.05

-.10

10. H9

Personality Di�order

.36*

.23

.40**

.29*

-.00

.08

.2 1

.44** .21

.25

.15

.03

.18

-.15

.48** .17 .41 **

11. H10 Prior Supervision
Failure

.20

2

3

.21

4

5

.31*

Note : (N= 52) Physically Violent coded as O = no physical assaults, 1 = at least one physical assault against others.
*.Q < .05.
**.Q < .01.

11

Table F-11
Intercorrelations for Physically Violent and Clinical Items (DDH Ratings)
Measure
1.
Physically Violent

1

2. Cl Lack of Insight

.10

3. C2 Negative Attitudes

.59**

.21

4. C3 Active Symptoms of

.19

.40**

.23

S. C4 Impulsivity

.58**

.28*

. 54* *

.30*

.20

. 66**

.32*

.09

Major Mental Illness

6.

cs Unresponsive to
Treatment

Note: (N=52) Physically Violent coded as
physical assault against others.
*D < .OS.
**D < . 0 1 .

2

3

4

5

6

.39**

o = no physical assaults, 1= at least one

Table F-12
Intercorrelations for Physically Violent and Risk Management Items (DDH Ratings)
2

3

4

Measure
1.
Physically Violent

1

2. Rl Plan Lacks Feasibility

.40*

3. R2 Exposure to Destabilizers

.37*

.20

4. R3 Lack of Personal Support

.07

.26

.18

5. R4 Noncompliance with
Remediation Attempts

.10

.55**

.07

. 32*

6. RS Stress

.38*

.22

.38*

. 17

5

6

.38**

Note : (N =52) Physically Violent coded as 0 = no physical assaults, 1 = at least one
physical assault against others.
*D < . 05 .
**D < . 0 1 .
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Ta ble F- 13
Intercorrelations for Verbal Threats to Others a nd HCR-20 Subsca les (DD H Ratings)
2

3

Measure
Verba l Threats to Others

1

2.

Historical Items

. 38*

3.

Cl in ical Items

. 09*

.61**

4.

Risk Ma nagement Items

. 04

. 60**

.70**

5.

HCR-20 Total Score

.25

. 83**

. 87*

l.

4

5

.76**

Note : (N=52) Verbal Threats to Others = Cumu lative # of Verbal Threats to Others
during a 12 month period .
*.Q < .05 .
**Q < .0 1 .
Ta ble F- 14
Intercorrelations for Verbal ly Aggressive a nd HCR-20 Subscales {DDH Ratings)
Measure
1.
Verbally Aggressive

1

2.

H istorical Items

. 37*

3.

Clinica l Items

. 25

.61 **

4.

Risk Management Items

.OS

. 60**

.70**

5.

HCR-20 Total Score

. 32

. 83**

. 87**

2

3

4

5

.76**

Note : ( N = 52) Verbally Aggressive coded as O = no verbal threats to others, 1 = at
least one verbal th reat to others .
*.Q < . O S .
**Q < . 0 1 .
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Ta ble F-1 5
Intercorrelations for Physica l Assa u lts and HCR-20 Subscales (DOH Rati ngs)
Measure
1.
Physical Assa ults

1

2.

Historica l Items

. 47 *

3.

Clin ica l Items

. 42 **

. 6 1 **

4.

Risk Management Items

. 33 *

. 60 **

. 7 0 **

5.

HCR-20 Tota l Score

.46 **

.83 **

. 83 **

2

3

4

5

. 7 6 **

Note : (N= 52) Physica l Assa u lts = Cumu lative # of Physical Assa ults during a 12
month period .
*.Q

< .OS.

**Q < . 0 1 .

Ta ble F- 16
Intercorrelations for Physically Violent and HCR-20 Su bscales (DOH Ratings)
2

Measu re
1.
Physical ly Violent

1

2.

Historical Items

. 4 7**

3.

Clin ica l Items

. 4 7**

.61 **

4.

Risk Management Items

. 36 *

. 60 **

. 7 0 **

5.

HCR-20 Tota l Score

. 5 1 **

.83 **

. 8 7 **

3

4

5

. 76**

Note : (N=52) Physically Violent coded as O = no physical assa u lts, 1 = at least one
physical assault aga inst others.
*Q < .05.
**.Q

< .01.

75

APPEN DIX G :
Regression Ta bles of HCR-20 Ratings ( REF Rati ngs)
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Table G-1
Linear Regression Analysis Summary for HCR-20 Historical Items
Predicting Verbal Threats to Others (REF Ratings)
Variable

B

SEB

p

Hl

Previous Violence

-.85

1.80

-.07

HS

Substance Abuse
Problems

.29

.99

. 04

H6

Major Mental Illness

-.40

1.58

- . 04

H7

Psychopathy

1 . 48

1.09

.21

H9

Personality Disorder

2 . 46

1.15

. 33 *

H10

Prior Supervision

2.41

.94

.37 *

Note. R2 = .41 (N=39, Q < .01) .
* Q < .05
Table G-2
Linear Regression Analysis Summary for HCR-20 Clinical Items
Predicting Verbal Threats to Others (REF Ratings}

p

Variable

B

SEB

C2

Negative Attitudes

4.48

1 . 43

C3

Active Symptoms of
Major Mental Illness

-2 . 39

1 . 13

-.32*

C4

Impulsivity

- . 74

1.50

-.10

cs

Unresponsive to
Treatment

1.69

1 . 44

.21

Note. R2 = .37 (N =39, Q < .01) .
*.Q....< .OS
** Q < .01

78

.57**

Table G-3
Linea r Regression Ana lysis Summary for HCR-20 Subscales
Pred icting Verbal Threats to Others (REF Ratings)
Variable

B

SEB

p

H istory Su bscale

. 89

.24

. 57***

Clinical Subscale

. 37

.36

. 17

Risk Ma nagement Subscale

- . 52

.37

- . 24

.NQte. R2 = .33 (N=39, Q < . 0 1 ) .
*** Q < .00 1
Ta ble G-4
Logistic Regression Analysis Summary for HCR-20 H istorical Items
Pred icting Verbal ly Aggressive Patients (REF Ratings)
Variable
Hl
Previous Violence

B
.51

Sf
1 . 19
. 52

Odds Ratio
1 . 67

Wa ld
. 18

(95% Cl)
. 16 - 17. 3 1

. 55

1 . 34

. 20 - 1 . 52

. 02

.OS

. 00 - 1 . 29
.83 - 7.86

HS

Substa nce Abuse
Problems

-.60

H6

Major Menta l Illness

-3 .75 17. 3 1

H7

Psychopathy

.94

. 58

2 . 55

2 . 65

H9

Personality Disorder

1 . 16

. 59

3 . 20

3 . 86* 1 . 00 - 10.22

Hl0

Prior Supervision

.26

.46

1 . 30

.33

Note : N = 39
*Q < .OS

79

. 53 - 3.20

Ta ble G-5
Logistic Regression Analysis Summary for HCR-20 Cli n ical Items
Pred icting Verba lly Aggressive Patients (REF Ratings)
Varia ble
C2
Negative Attitudes

.6
1 .74

SE
.88

Odds Ratio
5 . 68

Wald
(95% CI)
3.89* 1 .0 1 - 3 1 .96

C3

Active Symptoms of
Major Menta I Ill ness

-.10

.75

. 37

1 .76

. 09 - 1 . 61

C4

Impulsivity

1 . 52

. 84

4. 56

3 . 23

.87 - 23 . 8 1

cs

Unresponsive to
Treatment

.86

1 .39

. 15

. 26 - 7.47

Wald
2 .78

(95% CI)
.96 - 1 . 59

. 33

Note : N = 39
*Q < .OS

Ta ble G-6
Logistic Regression Analysis Summary for HCR-20 Subscales
Predicting Verbally Aggressive Patients (REF Ratings}
Varia ble
History Subscale

.6
.21

SE
. 13

Clinical Subsca le

.44

.20

1 . 55

5.06* 1 . 06 - 2 . 27

- . 1 85

. 17

.83

1 .20

Risk Management Subscale
Note : N = 39
*Q < .OS
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Odds Ratio
1 .24

.60 - 1 . 1 6

Table G-7
Linear Regression Analysis Summary for HCR-20 Historical Items
Predicting Physical Assaults (REF Ratings)
Variable

B

SEB

p

Hl

Previous Violence

-1.76

1.04

- . 24

HS

Substance Abuse
Problems

-.22

.57

-.06

H6

Major Mental Illness

.8 1

.9 1

. 12

H7

Psychopathy

.94

.63

.23

H9

Personality Disorder

1 .76

.67

.40*

Hl0

Prior Supervision

1 .44

.54

.37*
· rt• uy

2

N.Qte. R = .44 (N=39, J2 < .0 1 ) .
* Q<.0 5
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Ta ble G-8
Logistic Regression Analysis Summary for HCR-20 H istorica l Items
Pred icting Physica lly Violent Patients (REF Ratings)
Va riable

B

Sf

Hl

Previous Violence

- 1 .37

. 84

.26

2.69

HS

Substance Abuse
Problems

.OS

.45

1 . 05

.01

.44

H6

Major Menta I Il lness

- .08

.73

.92

.01

.22 - 3 .86

H7

Psychopathy

.36

. 52

1 . 44

.48

. 52 - 4.00

H9

Personality Disorder

1 . 32

.62

3.76

4. 57*

1 . 1 2 - 12.66

H 10

Prior Supervision

.89

.48

2 . 44

3 . 52

.96 - 6.20

Odds Ratio

Wald

(95% CI)
.OS - 1 .3 1
- 2.53

Note. N = 39
*Q < .OS
Ta ble G-9
Logistic Regression Analysis Summary for HCR-20 Risk Management
Items Pred icting Ph�sicall� Violent Patients (REF Rati ngs)
Variable

.6

SE

Odds Ratio

Wald

(95% Cl)

R2

Exposu re to
Destabilizers

1 .41

.70

4. 09

4. 07

1 . 04 - 16. 06

R3

Lack of Personal
Support

. 54 1

. 52

1 .72

1 . 07

. 62 - 4.78

RS

Stress

- 1 . 1 6 .87

.31

1 .79

. 06 - 1 .72

Note. N = 39
*Q < .OS
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APPENDIX H :
Regression Tables of HCR-20 Ratings (DDH Ratings)
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Ta ble H-1
Linear Regression Ana lysis Summary for HCR-20 Historical Items
Pred icting Verba l Threats to Others (DOH Rati ngs)
Variable

B

SEB

p

Hl

Previous Violence

- . 22

2.09

-.02

HS

Substance Abuse
Problems

- 1 . 05

1 . 05

-. 1 5

H6

Major Menta l Illness

-3.20

1 . 61

-. 33

H7

Psychopathy

2.66

1 . 57

.27

H9

Personality Disorder

3.71

1 . 53

.46*

H10

Prior Supervision

. 09

1 .41

.01

NQte. R2 = .38 (N=39, 12 < .05).
* 12< .0S

Ta ble H-2
Logistic Regression Analysis Summary for HCR-20 H istorica l Items
Pred icting Verbally Aggressive Patients (DDH Rati ngs)
Varia ble
Hl
Previous Violence

-6
- . 64

SE
.92

Odds Ratio
. 53

HS

Su bstance Abuse
Problems

-.54

.56

H6

Major Menta l Illness

H7

Wald
.48

(95% CI)
. 09 - 3 .22

. 59

.92

.20 - 1 .75

- 1 .29 .79

.28

2.66

. 06 - 1 . 30

Psychopathy

1 .71 . 87

5 . 53

3.86* 1 . 0 1 - 30.40

H9

Persona l ity Disorder

2 . 06 .85

7.84

5.92* 1 . 50 - 41 . 19

H10

Prior Supervision

- . 56

. 67

. 57

Note : N = 39
*Q < .OS

84

. 68

. 1 5 - 2 . 14

Table H-3
Logistic Regression Analysis Summary for HCR-20 Subscales
Predicting Verbally Aggressive Patients <DDH Ratings}
Variable
History Subscale

B
. 32

Sf
. 16

Clinical Subscale

.29

.26

1. 33

1.18

.80 - 2.23

Risk Management Subscale

-.43

. 30

.65

2.10

. 36 - 1.16

Odds Ratio
1.38

Wald
(95% CI)
3.76* .10 - 1.90

Note : N = 39
*R < .OS

Table H-4
Linear Regression Analysis Summary for HCR-20 Historical Items
Predicting Physical Assaults (DDH Ratings)

e·

p

Hl

Previous Violence

- .81

SEB
1.19

HS

Substance Abuse
Problems

-.70

.60

-.16

H6

Major Mental Illness

-. 35

.92

-.06

H7

Psychopathy

1.76

.90

.30

H9

Persona I ity Disorder

1.99

.87

.42*

H10

Prior Supervision

. 57

.81

.12

Variable

Note. R2 = .41 (N =39, R < .01).
* Q<.05

85

-.10

Ta ble H-5
Linear Regression Ana lysis Summary for HCR-20 Risk Management Items .
Pred icting Physica l Assau lts (DOH Rati ngs)
Variable
R2
Exposure to
Destabilizers
R3

Lack of Personal
Su pport

RS

Stress

p

2.21

SEB
1 .06

. 52

.94

.09

1 . 57

1 . 09

.23

B

.33*

Note. R2 = .25 (N = 39, Q < .OS) .
* Q< .05

Ta ble H-6
Logistic Regression Analysis Summary for HCR-20 H istorical Items
Pred icting Physically Violent Patients (DOH Rati ngs)
Variable
Hl
Previous Violence

�

.45

Sf
1 . 05

HS

Substa nce Abuse
Problems

-.23

.49

H6

Major Menta l Ill ness

-.31

H7

Psychopathy

H9
H10

Wald
. 19

(95% CI)
.20 - 12.28

.79

.22

.30 - 2.08

. 68

.74

. 20

. 19 - 2 . 8 1

1 .64

. 82

5. 16

3 .99*

Personality Disorder

1.01

. 68

2 .75

2 . 19

.72 - 10.48

Prior Supervision

-.20

. 60

. 82

.11

.25 - 2.66

Note : N=39
*Q < .OS
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Odds Ratio
1 . 57

1 .03 - 2 5 . 8 1
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